INTRODUCTION
Hysterectomy is the most common major gynecological operation, often performed for benign conditions and as such is performed in order to improve women's quality of life (QOL). Hysterectomy is theorized to cause depression because of the perceived loss of feminine selfimage, strength, and self-esteem, as well as feelings of deformation, mutilation, and the mourning of the loss of child-bearing capacity.
Sexual functioning following hysterectomy is a major concern of patients. 5 Anticipatory guidance regarding decreased libido, physical changes, loss and grief reactions, and the possible complications of surgery can affect sexual functioning, marital adjustment, and consequently, QOL after hysterectomy.
Many women also fear that their partners will see them differently following a hysterectomy. 6, 7 Positive outcomes of hysterectomy include decreases in chronic pelvic pain and pain during intercourse, as well as the elimination of menstrual pain and dysfunctional uterine bleeding. [8] [9] However, hysterectomy may sometimes result in new symptoms related to pain, sexual dysfunction, and psychological distress, as well as in long-term adverse effects related to ovarian failure. 3 Benign gynecological disorders have a clear negative impact on women's health and functioning, and pelvic pain is a major problem for these patients, which negatively correlates with QOL. 10 Some researchers have reported adverse sequelae of hysterectomy such as depression, psychosis, anxiety and psychosomatic disturbances. [11] [12] [13] On the contrary, few prospective studies concluded that hysterectomy does not lead to psychiatric disorders. [14] [15] There is a paucity of Indian research in this area.
Two Indian studies reported significantly higher psychiatric morbidity following hysterectomy while two other studies did not. Studies published so far are limited by variations in sample size, timing of assessment and study instruments. [16] [17] [18] [19] The authors undertook the present investigation to address the research lacunae with the aim to evaluate psychological wellbeing, marital adjustment and QOL in patients undergoing hysterectomy for nonmalignant conditions.
METHODS
This cross-sectional, comparative and observational study was conducted in the Departments of Obstetrics and Gynecology, and Psychiatry at Geetanjali Medical College and Hospital, Udaipur, Rajasthan, India between December 2017 and June 2018. The study was initiated after approval from the Institution Ethics Committee. A written informed consent was obtained from all the study participants. The study group comprised of 100 consecutive adult out-patients who underwent abdominal or vaginal hysterectomy at least 6 months ago.
The comparison group consisted of 50 out-patients who have undergone gynecological surgery other than hysterectomy 6 months ago. Patients with malignancy in the genital organs; previous or present cervical dysplasia; rapidly growing fibroids where malignancy could not be ruled out; preoperative treatment with GnRH analogues; postmenopausal women without hormone therapy; history of a psychiatric disorder (other than nicotine use disorders); history and/or evidence of other uncontrolled/untreated medical illness (such as hypertension, diabetes mellitus, rheumatological disorders, thyroid dysfunction, dermatological conditions, etc); requiring intensive care management were excluded. The socio-demographic and clinical data such as age, marital status, domicile, education level, nature of gynecological disorder, indication for hysterectomy and other surgery was recorded on a specific proforma designed for the study. The following tools were used:
The Hospital Anxiety and Depression Scale (HADS) was originally designed to assess psychological distress of patients in medical and surgical settings. 20 Several studies have documented and confirmed its validity in varying clinical settings, and the translations are found to be cross-culturally stable as the original tool. [21] [22] [23] The HADS contains 14 items and consists of two subscales: anxiety and depression.
Each item is rated on a four-point scale of 0-3, giving maximum scores of 21 for anxiety and depression respectively. Scores of 11 or more on either subscales are considered to be a significant 'case' of psychological morbidity (clinical caseness), while scores of 8-10 represent 'mood disorder'. A score of 7 or below is considered as normal. The same cut-offs for HADS in Indian population were found to be nearly 85 per cent sensitive and 88 per cent specific. 24 Marital Adjustment Test 25 (MAT) is a 15-item scale that measures marital satisfaction. Researchers have been trying to clearly define marital adjustment and understand which factors contribute to a well-adjusted marriage, even though no consensus has been reached. Locke and Wallace (1959) defined it as "accommodation of a husband and wife to each other at given time."
MAT was initially used to differentiate well-adjusted couples from distressed (unsatisfied) couples. 25 The 15 items are answered on a variety of response scales. The total scores are the sum of each item and range from 2 to 158. Higher scores indicate greater satisfaction. 25 The Women's Quality of Life questionnaire (WOMQOL): Quality of life is a multi-dimensional construct and defined subjectively. The WOMQOL was developed as part of a community-based study of women's health, including mental health through the menstrual cycle with no known pathology. 26 A generic conceptualization of QOL was used in the construction of the measure that weighted health and nonhealth factors to ensure the representation of the life experiences of a broad range of women in the community-based Women Wellness study. 26 The participants were asked to answer "yes", "no" or "not applicable" to the 40 questions in the WOMQOL based on how they have felt in the last week of their life.
The Psychological General Well-being Index (PGWI) contains 22 questions, covering the six subscales anxiety, depressed mood, positive well-being, general health, vitality and self-control. 27 The validity and reliability of this instrument are well documented, and it has previously been used to compare patient groups and to determine the effect of an intervention on the patient's sense of subjective wellbeing.
27,28

Data analysis
Statistical analyses were done using the Statistical Package for Social Sciences (SPSS) version 16.0 for Windows. Discrete co-variates were expressed as frequencies and compared between groups with chisquare test. Continuous co-variates were expressed as mean with standard deviation (SD) and compared between groups using the unpaired student's t-test. All statistical analysis was done at 95% confidence interval and p< 0.05 was considered significant.
RESULTS
The hysterectomy group and non-hysterectomy comparison group were not statistically different on socio-demographic characteristics such as age, marital status, domicile and education attainment ( Table 1) . The indications for hysterectomy were: uterine leiomyoma (69%), uterovaginal prolapse (18%), dysfunctional uterine bleeding (12%), and endometriosis (1%). Abdominal hysterectomy was performed in 92 patients while 8 patients underwent vaginal hysterectomy. The mean scores of the study groups on measures of depression and anxiety, psychological wellbeing, QOL and marital adjustment are shown in Table 2 . Majority of patients in both study groups had no depressive and anxiety symptoms. Three percent of patients in both study groups scored >21 on HADS. There were no significant differences in the study groups on these measures. Both the study groups and good marital adjustment and majority reported no depression and anxiety (Tables 3 and 4) . 
DISCUSSION
The authors aimed to evaluate prevalence of anxiety and depressive symptoms, psychological well-being, marital adjustment and QOL in women post-hysterectomy in comparison to women undergoing gynecological surgery other than hysterectomy at a tertiary care centre. The most common indication for a hysterectomy was uterine leiomyoma followed by uterovaginal prolapse. This observation is consistent with findings of previous investigations. 28, 29 Earlier studies have reported higher prevalence of psychiatric morbidity post-hysterectomy. 16, 17, [30] [31] [32] [33] [34] The findings of the present study indicate that a minority of patients after hysterectomy have depression and anxiety (Table 3) . Earlier investigations indicate a link between hysterectomy and depressive illness. 2 Vyas et al 20 and Subramaniam et al reported prevalence of depression following hysterectomy to be around 20%. 21 Psychiatric complaints were found in 30% of women posthysterectomy by Ackner. 33 The findings of the present study are in agreement with previous researchers who found no significant increase in depressive disorders after hysterectomy. 18 Present study found most women as having good QOL and marital adjustment which is consistent with the observations of earlier studies. 11, 35 Genital prolapse is commoner in the elderly. It is possible that women with this diagnosis could have viewed their clinical condition as part of aging process, therefore, coped well. Likewise, the resolution of disturbing menorrhagia in those with dysfunctional uterine bleeding might explain the lack of any significant psycho-social morbidity. Hysterectomy is effective in reducing dyspareunia and pelvic pain which may translate into better sexual functioning, and consequently better marital adjustment and QOL. 35, 36 Anxiety and depression have been reported to be associated with hysterectomy. 37 A review by Flory and colleagues reported that hysterectomy had negative shortand long-term psychological consequences for some women. Long after the procedure several psychological symptoms were still more common among women who had undergone hysterectomy. 38 In a study, no differences were noted at 6 months in the psychological well-being of women who underwent abdominal compared with women who underwent laparoscopic hysterectomy. 39 Such differences in outcome may result from differences in study design, including retrospective vs. prospective design, length of follow-up, and population selection. Recent prospective studies have determined that no negative effects resulted from hysterectomy overall, and some authors have even found positive effects of hysterectomy on the psychosocial and sexual well-being of women. 35, 38 Most of these studies were conducted in industrialized countries. It is possible that cultural factors may contribute to the reaction to hysterectomy of women from different ethnic backgrounds, thereby influencing the findings across study populations. Fertility in women is valued highly in traditional Indian society and masculine roles are more dominant. The limitations of the present study are small sample size, cross-sectional study design and potential for self-report bias, therefore, the findings cannot be generalized. The use of standardized instruments and a comparison group are relative merits of the study. It has been demonstrated that the time frame for recovery from surgical damage to the pelvis can be as long as 6 months. By then, most women have resumed their pre-operative levels of sexual activity. 5, 34 Therefore, we studied assessed psycho-sexual and QOL at a minimum of 6 months post-operatively. The study adds to the empirical evidence which does not support any broad adverse effects of hysterectomy on women's psychosocial functioning.
There have been claims that hysterectomy results in some form of psychosexual or psychosocial impairment in a minority of patients warrants further multi-centric investigation in diverse ethno-cultural populations. 5, 8, 40 Overall, the present investigation affirms current evidence which does not indicate that the removal of uterus causes or relieves psychopathology.
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CONCLUSION
This study suggests that there is no major psychiatric morbidity, decline in marital adjustment and QOL after hysterectomy for benign conditions among Indian women. Future multi-centric research on the peculiar socio-cultural implications, use of larger sample size and effect of hysterectomy will be a significant addition to the available evidence in India.
